
Understanding Ebola Risk in Ituri’s IDP Sites : 
Perceptions, Prevention Constraints and 
Response Needs 

Crisis Analysis Team (CAT) - DRC

Kigonze IDP site in the town of Bunia, Ituri. [Esdras Tsongo/Al Jazeera] 



1 
 

 

Summary 
 
This study analyses the perceptions of populations living in displacement sites in Ituri Province 
regarding the resurgence of Ebola Virus Disease (EVD), the effects of the outbreak on their living 
conditions, and the main needs expressed to strengthen prevention and response efforts in the 
sites. 
The findings indicate that, according to the key informants interviewed, displaced people have a 
high level of risk perception in relation to EVD and largely perceive Ebola as a real and dangerous 
disease. Knowledge of the main signs of the disease and preventive measures is generally good, 
particularly in sites already affected by Ebola cases, where respondents also report more frequent 
exposure to awareness-raising activities and better knowledge of specialised treatment facilities. 
However, gaps remain in relation to mechanisms for reporting suspected cases. Several 
information needs were also identified, particularly around better distinguishing the early signs of 
Ebola from other common illnesses, understanding treatment pathways, and knowing what steps 
to take when faced with a suspected case. 
Community health workers, displacement site committees and humanitarian organisations appear 
to be the actors with the highest levels of trust when it comes to communicating about Ebola. 
When suspicious symptoms appear, self-medication remains the first response considered, ahead 
of seeking care from health facilities. Meanwhile, fear of dying in treatment centres and concerns 
about stigmatisation constitute the main barriers to the early reporting of cases. 
 
The study also shows that the resurgence of Ebola is occurring in a context of pre-existing 
vulnerability and is tending to exacerbate social tensions and everyday hardship in displacement 
sites. Respondents reported increased fear and mistrust, reduced social interaction, movement 
and community gatherings, as well as a deterioration in already precarious living conditions. 
Difficulties in accessing essential services mainly relate to fuel, food, safe drinking water, 
sanitation facilities, protection and healthcare, with women consistently appearing to be more 
affected than men. Suspected cases and survivors are perceived as the groups most exposed to 
stigmatisation. Some households are also considering leaving the sites because of the perceived 
risk of infection. 
 
The study further highlights that handwashing facilities, although present in almost all sites, are 
widely considered insufficient and are often irregularly supplied with water and soap. In addition, 
despite the resurgence of Ebola, more than four in five displaced households reported that they had 
received no humanitarian assistance, both in affected and non-affected sites. Existing 
interventions are considered insufficient and only partially responsive to the needs expressed, 
which primarily relate to food assistance, cash transfers, livelihoods, water, hygiene and sanitation, 
essential household items and shelter. 
The study shows that the resurgence of Ebola is unfolding in a context of already severe vulnerability 
in displacement sites. The main challenges go beyond disease prevention alone and point to the 
need for an integrated response combining risk communication and rumour management, 
improved early reporting, strengthened WASH infrastructure, access to essential services, 
protection for women and girls, and multisectoral humanitarian assistance, while also extending 
preventive interventions to sites that have not yet been affected. 
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1.  Key messages 
o Ebola is widely perceived as real and dangerous, yet rumours persist: nearly a quarter of key 

informants report that some members of their communities still view the disease as 
fabricated, or as having been deliberately created or introduced. 

o The main challenge is not only general awareness of the disease, but the transition to early 
reporting: self-medication remains the first intended course of action, while fear of dying in 
treatment centres remains the main barrier to reporting. 

o Community health workers/CACs, IDP committees and humanitarian organisations are the 
main trusted channels for conveying sensitive Ebola-related messages. 
Inadequate WASH conditions and limited humanitarian coverage constrain the actual 
ability of displaced households to consistently apply prevention measures. 

o Women and girls face specific constraints in accessing healthcare, water, sanitation 
facilities, menstrual hygiene, protection and livelihoods; these dimensions must be 
integrated into the response. 
 

    2. Context  
2.1 A protracted displacement crisis rooted in armed conflict 

Ituri Province is facing one of the most severe and protracted displacement crises in the Democratic 
Republic of the Congo. As of 31 January 2026, more than 922,000 people were internally displaced 
in the province, with women accounting for approximately 51% of this population1. This displaced 
population represents nearly 13% of Ituri’s estimated seven million inhabitants. 2. Displacement in 
this area is primarily a protection-related phenomenon: over 98% of movements are driven by 
attacks and armed clashes, with Djugu, Mambasa and Irumu territories the most affected from a 
security perspective3. 

This instability forms part of a cycle of violence that re-emerged in late 2017. After nearly fifteen years 
of relatively peaceful coexistence, isolated incidents between members of the Hema and Lendu 
communities escalated in December 2017 into a renewed cycle of deadly violence and large-scale 
internal displacement. In Djugu Territory, the conflict primarily pits the Coopérative de 
Développement Économique du Congo (CODECO) and its factions against the Jeunesse/“Zaïre” 
self-defence militias. CODECO’s underlying drivers are primarily land-related, customary and 

 
1 OCHA, RD Congo – Ituri : Personnes déplacées internes et retournées (janvier 2026), 25 février 2026 
(données Commission Mouvement de Population / CMP Ituri, 2 février 2026). 
2 Villa, A. Wilkinson & J. Bedford, Ituri Ebola Outbreak 2026 : Summary Overview of Context, Multi-Hazard 
Research Network (Institut Pasteur / IDS / Anthrologica), financé par le FCDO, mai 2026.   
3 OCHA, RD Congo – Situation humanitaire dans la province de l’Ituri, Rapports de situation n° 2 (17 février 
2026) et n° 3 (24 mars 2026).   
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identity-based: unresolved historical grievances linked to social inequalities, access to land and a 
perceived unequal distribution of power have created enduring divisions. Gold mining became a 
survival issue for armed groups at a later stage of the conflict, rather than its original cause4. These 
dynamics are compounded by the continued presence of the Allied Democratic Forces (ADF) and 
the emergence of new armed actors, further complicating the security landscape and fuelling 
intercommunal reprisals. 

2.2 IDP sites exposed to risk and structurally under-assisted 

The sites hosting these populations, including the seven selected for this study (EP Iga-CECA20, 
Djaiba, Institut Iga, Kigonze, Rhoe, Tsere and EP Tuungane), are predominantly located in Djugu 
Territory and do not constitute fully secure places of refuge. The civilian and humanitarian character 
of displacement sites in Ituri is frequently violated, either by armed groups or by elements of the 
security forces, and several sites have been the target of deadly armed attacks. The Rhoe site, in 
particular, has previously been the scene of clashes that resulted in the deaths of displaced 
persons.5. 

 
Map of health zones affected by Ebola virus disease and IDP sites targeted by CAT. 

 
4 IPIS, Groupes armés, contrôle territorial, conflits fonciers et exploitation aurifère à Djugu, Ituri, RDC, 2024.   
5 Cluster Protection RDC / Global Protection Cluster, Note de plaidoyer sur la violation du caractère civil et 
humanitaire des sites de personnes déplacées dans la province de l’Ituri (RDC), 2022. 
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Living conditions there remain below minimum standards: precarious shelter, insufficient hygiene 
facilities and overcrowding increase the risk of diarrhoeal and respiratory diseases, while food 
insecurity has sharply deteriorated. The health system itself has also been weakened: since the 
resurgence of conflict in 2017, Drodro General Referral Hospital has been forced to suspend its 
activities on several occasions and has even been directly attacked, depriving hundreds of 
thousands of residents of access to care6. This pre-existing fragility in basic services and 
humanitarian coverage provides the backdrop against which the epidemic shock is unfolding. 

 

2.3 The compounding impact of an epidemic shock: the resurgence of Ebola, May 2026 

On 15 May 2026, the Government of the Democratic Republic of the Congo declared the country’s 
17th outbreak of Ebola virus disease in Ituri, caused by the Bundibugyo virus, only five months after 
the end of the previous outbreak. On 17 May 2026, the World Health Organization classified it as a 
Public Health Emergency of International Concern7. This resurgence presents a particular challenge: 
the Bundibugyo strain, which is genetically distinct from the Zaire strain, has no licensed vaccine or 
approved treatment, and its case fatality rate is estimated at between 25% and 50%8. The outbreak, 
whose epicentre is in Ituri, has rapidly spread to North Kivu, South Kivu and neighbouring Uganda. 

Its convergence with the displacement crisis is not incidental. The WHO itself identifies the factors 
that make displacement sites high-risk environments: persistent insecurity, a protracted 
humanitarian crisis and high population mobility all increase the risk of transmission, as was already 
observed during the major 2018–2019 outbreak in North Kivu and Ituri9. These sites combine several 
conditions that could accelerate transmission: overcrowding, limited access to safe drinking water, 
insufficient hygiene infrastructure, weak access to healthcare, and dependence on humanitarian 
assistance. The gender dimension is also significant: women are estimated to account for around 
two thirds of suspected cases, reflecting their role as primary caregivers within households and 
communities, in a context marked by a very high prevalence of gender-based violence in Ituri10. 

2.4 Rationale for the Study 

It is at the intersection of these three dynamics — large-scale and protracted forced displacement, 
sites that are themselves exposed and under-assisted, and the resurgence of an Ebola strain for 
which no approved medical countermeasure exists — that questions arise around the perceptions, 
knowledge and needs of displaced populations. In a context where humanitarian coverage remains 

 
6 Médecins Sans Frontières (MSF), L’Ituri, terre de violences et de déplacements : risquer sa vie pour survivre, 
mars 2025.   
7 OMS, L’épidémie de maladie à virus Ebola due au virus Bundibugyo en RDC et en Ouganda constitue une 
urgence de santé publique de portée internationale, 17 mai 2026 
8 Institut Pasteur, Épidémie d’Ebola 2026 en RDC et en Ouganda : tout savoir sur Bundibugyo, juin 2026 ; 
OMS, rapports de situation, mai–juin 2026 
9 OMS, communiqué du 17 mai 2026, op. cit 
10 Villa, A. Wilkinson & J. Bedford, op. cit. (MHRN, mai 2026).   
 



5 
 

limited and trust in response actors is critical to the adoption of prevention measures, understanding 
how displaced communities perceive risk and behave in relation to the disease is essential to 
informing both health and multisectoral responses. To better understand these perceptions and 
guide prevention and response interventions, the Crisis Analysis Team (CAT) conducted a rapid 
study between 19 June and 5 July 2026. 

3. Purpose, methodology and limitations  
This rapid analysis covers seven IDP sites in Ituri: EP Iga-CECA20, Djaiba, Institut Iga, Kigonze, Rhoe, 
Tsere and EP Tuungane. It aims to document perceptions of the risk posed by the 17th Ebola virus 
disease (EVD) outbreak; knowledge of prevention measures; trust in response actors; prevention 
conditions in the sites; effects on social relations, living conditions and access to essential services; 
as well as assistance received and priority needs, with particular attention to women and girls. To 
assess the influence of the epidemiological context on these dynamics, the analysis compares two 
categories of sites: on the one hand, sites where confirmed cases or suspected cases reported by 
key informants were recorded at the time of the survey, referred to in this report as “affected sites”; 
and, on the other hand, sites where no confirmed or suspected cases had been reported at the time 
of data collection. 

The findings are based on 70 interviews with key informants, including 44 men and 26 women. 
Respondents included representatives of IDP committees, community leaders, community health 
workers and other individuals with strong knowledge of their respective sites. The analysis combines 
descriptive quantitative data with open-ended qualitative responses. 

These findings reflect the perceptions of key informants and are not representative of all displaced 
households. Comparisons between sites should be interpreted with caution due to the small sample 
size, the gender imbalance among respondents, and the fact that several reported effects may also 
be linked to insecurity, overcrowding, limited access to basic services and weak levels of assistance. 
Percentages should therefore be read as operational indications to be triangulated with other 
available data. 

4. Findings 
4.1. Perceptions of Ebola and perceived risk levels in displacement sites 

According to the key informants interviewed, displaced people largely perceive Ebola as a real and 
dangerous disease (Figure 1). However, nearly a quarter of respondents reported that some 
members of their community still regard the disease as fabricated, or as having been deliberately 
created or introduced. These findings point to the persistence of rumours that could undermine 
adherence to prevention measures and highlight the need to strengthen risk communication. 

Knowledge of the main signs of Ebola is generally good. Fever and bleeding are almost universally 
identified as characteristic symptoms of the disease, while vomiting is also frequently mentioned. 
By contrast, diarrhoea and severe fatigue are less commonly associated with Ebola. Awareness-
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raising activities should therefore place greater emphasis on the full range of clinical symptoms in 
order to support earlier detection of suspected cases. 

According to key informants, risk perception is particularly high across the displacement sites 
covered by the study. All respondents considered the current risk to be either high (26%) or very high 
(74%), and almost all viewed themselves as exposed to potential infection. This strong perception of 
risk is accompanied by a very high level of concern. More than nine in ten respondents (91%) 
reported significant fear of Ebola cases emerging in their site. While such concern may encourage 
the adoption of prevention measures, it may also fuel rumours, stigmatisation or fear-driven 
behaviours when not accompanied by clear, consistent and evidence-based communication.

Figure 1. Perceptions, knowledge and level of risk related to Ebola in displaced persons sites in Ituri. 

4.2 Level of knowledge of preventive measures 

Knowledge of the main Ebola prevention measures in displacement sites is generally satisfactory, 
although it varies depending on the type of measure (Figure 2). The best understood practices are 
those directly related to preventing transmission, particularly avoiding contact with sick people, 
avoiding contact with the bodies of deceased persons and, to a lesser extent, regular handwashing. 
By contrast, more operational measures, such as the rapid reporting of suspected cases, the use of 
protective equipment and the avoidance of gatherings, are less well known and are most often 
considered to be only moderately understood. 

A comparison between sites affected by Ebola (EP Tuungane and Kigonze) and other sites shows a 
higher level of knowledge in areas directly affected by the outbreak. The differences are particularly 
marked for measures aimed at limiting transmission. For example, 81% of respondents in affected 
sites reported being very familiar with the importance of avoiding contact with sick people, 
compared with 61% in other sites. Similarly, avoiding contact with the bodies of deceased persons 
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was considered very well known by 91% of respondents in affected sites, compared with 67% in 
other sites. Respondents in affected sites were also more likely to report being very familiar with 
regular handwashing (43% compared with 27%), although this measure appears to be generally well 
understood across all sites. These differences should, however, be interpreted as indicative trends, 
given the small number of respondents in affected sites. 

By contrast, differences between the two groups are much less pronounced for other prevention 
measures. Rapid reporting of suspected cases is still largely regarded as only moderately well 
known, both in affected sites (76%) and in other sites (63%). With regard to avoiding gatherings, 
respondents in affected sites were more likely to consider this measure well known (29% compared 
with 14%), while the proportion considering it poorly known was significantly lower (10% compared 
with 27%).The findings also highlight a gap between awareness of the principle of reporting and 
effective knowledge of referral mechanisms. Although nearly nine out of ten respondents (89%) 
stated that they knew where to refer a person presenting suspected symptoms, the large majority 
nevertheless believed that people in their site either do not know, or have limited knowledge of, the 
reporting mechanisms.  

This perception was observed in both affected and non-affected sites, suggesting that alert 
procedures remain insufficiently disseminated at community level. The reference structures cited 
also reflect the influence of the epidemiological context. While health centres are the main point of 
referral in non-affected sites (47%), Ebola Treatment Centres (ETCs) are mentioned much more 
frequently in affected sites (38%, compared with 14% in other sites), indicating greater familiarity 
with the specific response mechanisms in areas directly affected by the outbreak. 

Figure 2. Level of knowledge of the main prevention measures against Ebola virus disease in displaced persons sites in 
Ituri. 

 



8 
 

4.3. Community Trust and Risk Communication 

4.3.1 Trust in response actors 

Community health workers/CACs and members of IDP committees are the actors most trusted by 
communities to communicate sensitive information related to Ebola (Figure 3). This trust is high 
across all sites, with community health workers cited in broadly similar proportions in both affected 
and not-yet-affected sites, at around 81%. Members of IDP committees also play a central role, 
although they are cited somewhat more frequently in sites not yet affected by Ebola than in affected 
sites, at 88% compared with 71%. Humanitarian organisations also benefit from a relatively high 
level of trust, while local authorities, religious leaders and health personnel are mentioned less 
frequently. However, a tendency towards greater trust in these actors is observed in affected sites, 
which may reflect their more visible involvement in response activities. 

In addition, all proposed communication channels — radio, social media, community meetings, 
door-to-door sensitisation, telephone/SMS and places of worship — are considered relevant by 
respondents. Taken together, these findings suggest that the effectiveness of Ebola-related 
communication is likely to depend more on the credibility of those delivering the messages than on 
the communication channel itself. Risk communication strategies should therefore prioritise 
community health workers, IDP committees and other trusted local leaders, while using multiple 
dissemination channels to ensure the widest possible coverage. 

Figure 3. Trust placed in key Ebola communication actors according to the status of displacement sites 

4.3.2 Awareness-raising in the sites and existing information needs 

According to the key informants interviewed, the findings indicate that displaced people have, for 
the most part, already been exposed to awareness-raising activities (Figure 4). Respondents 
reported having received sensitisation at least once. People living in affected sites also reported 
having participated in several awareness-raising sessions, at a higher rate than those in sites not yet 
affected (71% compared with 47%). This trend suggests an intensification of communication 
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activities in sites directly affected by the disease, although it should be interpreted with caution given 
the small size of this sub-group. 

The awareness-raising sessions were also relatively recent, with most having taken place less than 
two weeks before data collection. This points to the continuity of communication activities during 
the survey period. 

The main actors who led these sessions varied slightly depending on the context. Community health 
workers played an important role across all sites, while health personnel were more frequently cited 
in affected sites than in sites not yet affected (52% compared with 22%). This difference may reflect 
a stronger involvement of health teams in areas directly confronted with the disease. Most 
respondents (83%) confirmed that they had participated in awareness-raising activities within the 
displacement sites themselves, indicating a proximity-based approach that facilitates displaced 
populations’ access to prevention messages. 

Finally, the information disseminated was generally well understood by respondents. In both groups 
of sites, the sessions were mostly considered clear, while affected sites were slightly higher 
proportion of respondents who considered them very clear (14% compared with 4%). 

 
Figure 4. Ebola awareness activities in affected and unaffected sites in Ituri province. 
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Despite the awareness-raising activities already conducted, respondents continue to express 
several information needs to better understand Ebola virus disease. The main themes raised 
include: 

• Signs and symptoms of the disease, to help communities better distinguish Ebola from 
other illnesses with similar symptoms and recognise suspected cases early. 

• The origin, modes of transmission and related rumours, to address misconceptions that 
persist in some communities. 

• Case management and treatment, including available treatment options, vaccination and 
prospects for recovery. 

• Reporting procedures and appropriate actions to take when someone presents symptoms 
suggestive of Ebola. 

• Strengthening awareness-raising activities through regular sessions covering the key 
aspects of prevention and response. 

These needs indicate that communities would like access to more practical and in-depth 
information, particularly on the early detection of cases, case management, and ways to counter 
rumours. 

4.4    Conditions et prédisposition de prévention dans les sites 

4.4.1 Existence et fonctionnement des dispositifs de lavage des mains 

Handwashing facilities are present in almost all displacement sites, but they are widely considered 
insufficient to meet the needs of the population. Indeed, 98% of respondents reported that such 
facilities exist but are insufficient in number, highlighting a significant gap in prevention 
infrastructure. 

Beyond availability, their functionality remains limited. In sites not yet affected by Ebola, 82% of 
respondents indicated that handwashing facilities are only occasionally functional, compared with 
71% in affected sites. Conversely, facilities are more frequently reported as often functional in 
affected sites (29% compared with 8% in other sites), which may reflect better access to water and 
soap in areas directly targeted by the response. This difference should, however, be interpreted with 
caution, given the small number of respondents in affected sites. 

Qualitative data provide further insight into the constraints limiting regular handwashing practices. 
The main barriers identified are: 

• The insufficient number of handwashing facilities, often inadequate for the size of displaced 
populations. 

• Irregular access to water and soap, limiting the continuous functionality of the facilities. 
• High usage of handwashing points, linked to population density in the sites. 
• The need to strengthen awareness-raising and monitoring of hygiene practices in order to 

encourage regular use of the available facilities. 
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The barriers reported are broadly similar across both groups of sites. However, respondents in 
affected sites place greater emphasis on challenges related to maintaining the functionality of 
facilities, particularly the supply of water and soap. By contrast, respondents in sites not yet affected 
place greater emphasis on the insufficiency of existing infrastructure and the need to continue 
awareness-raising activities and the promotion of good hygiene practices. 

4.4.2   First-line care-seeking behaviour and barriers to reporting   
When symptoms compatible with EVD appear, self-medication is the most frequently reported first 
course of action across both groups of sites: 44% in sites not yet affected, compared with 38% in 
affected sites (Figure 5). Seeking care at a health centre ranks second, at 20% and 23% 
respectively, while traditional care remains relatively common, particularly in sites not yet affected 
(16% compared with 9%).  

Conversely, respondents in affected sites were more likely to report that they would turn to health 
authorities (14% compared with 8%) or isolate at home (12% compared with 6%). Although these 
differences should be interpreted with caution given the small sample size in affected sites, they 
suggest that exposure to the response may encourage behaviours that are more closely aligned 
with health structures and recommended measures. The main barriers to reporting a 
suspected case are broadly similar across both groups of sites.  

• The dominant barrier remains the fear of dying in the treatment centre, cited by nearly half 
of responses in both groups: 48% in sites not yet affected and 54% in affected sites. 

• Fear of stigmatisation is the second most significant barrier, at 28% and 30% respectively. 
Other barriers, including lack of information and distrust of response teams, were 
mentioned far less frequently. 

These findings indicate that reluctance to report suspected cases is driven more by negative 
perceptions of clinical care and the social consequences of the disease than by a lack of 
information.

 
Figure 5. First recourse considered and main obstacles to reporting a suspected case of Ebola according to the 
epidemiological status of displaced persons sites, in Ituri province. 
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The proposals put forward converge around a number of common priorities, with only limited 
differences between the two groups of sites: 

• Strengthen prevention infrastructure, particularly by increasing the number of handwashing 
facilities, improving water supply, and distributing prevention kits, such as alcohol-based 
hand gel. 

• Continue and intensify awareness-raising activities through regular sessions, community 
follow-up, and capacity-building for community relays and other local actors. 

• Strengthen the health response through Infection Prevention and Control (IPC) activities, 
particularly in affected sites, where several respondents recommended more sustained 
engagement by health teams, earlier screening, including temperature checks and rapid 
detection of suspected cases, and stronger coordination with WASH interventions. 

•  Improve hygiene and sanitation conditions, particularly through the rehabilitation of water 
points, maintenance of existing infrastructure, and strengthened sanitation measures to 
reduce the risk of disease transmission. 

The recommendations put forward by displaced people are consistent with the main obstacles 
identified. They highlight the need to combine Infection Prevention and Control (IPC) activities with 
WASH interventions by strengthening prevention infrastructure, continuing awareness-raising 
activities, and ensuring a community-based health response. This would help improve acceptance 
of prevention measures and encourage the early reporting of suspected cases. 

4.5    Impact of the Ebola crisis on social cohesion and living conditions 

4.5.1 Effect on social relations 

According to the key informants interviewed, the resurgence of Ebola is associated with a 
deterioration in social relations within displaced communities (Figure 6). The most frequently 
reported impact is an increase in fear and mistrust between people, cited by more than four out of 
five respondents in both sites not yet affected (82%) and affected sites (90%). This is accompanied 
by a reduction in social interactions, which is more commonly observed in affected sites (48%) than 
in other sites (27%). Stigmatisation of people who are ill or who have survived the disease is also 
more frequently perceived in affected sites (38% compared with 10%), while mistrust of health 
facilities remains relatively limited in both groups (14% in sites not yet affected and 5% in affected 
sites). Respondents from sites not yet affected more frequently mention disruptions to economic 
and school activities (27% compared with 10%). 

The qualitative responses confirm these trends. Participants describe a widespread sense of panic, 
marked by a constant fear of contamination, increased mistrust of others, including within families, 
and a reduction in physical contact and visits between relatives. Several also mention the 
suspension of traditional funeral ceremonies, restrictions on movement, the abandonment of 
certain income-generating activities, and a deterioration in psychological well-being linked to the 
constant stress caused by the disease. In affected sites, testimonies place greater emphasis on the 
fear generated by the presence of confirmed cases, while in other sites respondents mainly highlight 
mobility restrictions, economic difficulties and the gradual adoption of preventive behaviours. 
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Figure 6. Impacts of the resurgence of Ebola on community relations and groups most exposed to stigmatization according 
to the epidemiological status of displacement sites, in Ituri. 

The people considered most likely to experience stigmatisation are primarily suspected cases, cited 
by 76% of respondents in sites not yet affected and by all respondents (100%) in affected sites. 
Survivors of the disease are also frequently identified as being at risk (20% versus 48%), while 
healthcare workers and relatives of sick individuals are mentioned less often. These findings suggest 
that stigmatisation remains mainly associated with the perceived risk of disease transmission, 
rather than with membership of specific professional or family groups. 

4.5.2   Effet sur les conditions de vie et la mobilité des déplacés 

In the context of the resurgence of Ebola, key informants report significant changes in the mobility 
and living conditions of displaced populations (Figure 7). Almost all respondents stated that they 
had observed a reduction in population movements: 92% in sites not yet affected and 90% in 
affected sites. A decrease in community gatherings was also widely reported, particularly in affected 
sites (76% compared with 61%). In addition, living conditions were considered particularly difficult, 
with more than three quarters of respondents describing them as very poor in both groups of sites 
(78% and 81%, respectively). These findings should be interpreted as reflecting a deterioration, or 
increased visibility, of pre-existing vulnerabilities within the sites, rather than as effects attributable 
solely to Ebola. 

Despite this difficult context, most respondents do not intend to leave their displacement site: 86% 
in sites not yet affected and 76% in affected sites. However, the qualitative responses indicate that 
this stability is more constrained than voluntary. Respondents expressing an intention to leave 
mainly explained their decision by fear of infection, severe overcrowding in the sites, the heightened 
risk of transmission due to population density, and the overall deterioration of living conditions. 
Several respondents also referred to the difficulty of meeting their households’ basic needs in a 
context where mobility and economic activities are severely restricted. 

The qualitative data show that, where respondents do envisage leaving their site, their preferred 
destination remains their village of origin, if security conditions allow. Several respondents stated 
that they would prefer to return to their community of origin if insecurity were to subside, while others 
wished to move to an area not affected by Ebola or, less frequently, to stay with a host family. These 
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responses indicate that mobility intentions are driven primarily by the search for an environment 
perceived as safer, rather than by rejection of the displacement sites themselves. They also illustrate 
the interaction between health concerns, security constraints and the already precarious living 
conditions of displaced populations. 

 
Figure 7. Effects of the Ebola resurgence on the mobility and living conditions of displaced populations according to the 
epidemiological status of the sites 

4.5.3 Impact on access to services 

In the same context, access to essential services appears to be particularly constrained in 
displacement sites (Figure 8). The findings show that women and girls are generally perceived to be 
more exposed to these difficulties, a perception shared across both affected sites and sites not yet 
affected. Nearly one in two respondents considers that women face specific challenges in the 
current context: 45% in sites not yet affected and 48% in affected sites. These difficulties should be 
understood both as pre-existing vulnerabilities linked to displacement and as constraints that may 
be exacerbated by the resurgence of Ebola and mobility restrictions. 

The most significant gaps relate to access to healthcare, with 77% of women reporting many 
difficulties, compared with 46% of men. A substantial difference is also observed in access to safe 
drinking water, at 85% compared with 64%, and to protection and safety services, at 69% compared 
with 55%. Difficulties in accessing sanitation facilities affect high proportions in both groups, at 73% 
of women and 68% of men. Access to food also emerges as a major concern, with more than eight 
in ten respondents reporting significant difficulties: 92% of women compared with 86% of men. 
Finally, access to fuel represents the most critical need, with almost all respondents, regardless of 
sex, reporting significant difficulties: 96% of women and 96% of men. 

The testimonies collected confirm and complement these quantitative findings. Beyond difficulties 
in accessing basic services, respondents describe a broader deterioration in their living conditions. 
Lack of food is by far the most frequently cited concern, often linked to the absence of income, 
limited cash availability and insufficient humanitarian assistance. Several participants also 
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highlighted difficulties in accessing safe drinking water, an insufficient number of latrines and 
showers, a lack of firewood and inadequate handwashing facilities. Some also mentioned loss of 
access to fields due to insecurity, rising living costs, unemployment, the absence of adequate 
shelter and reduced awareness-raising activities, all of which further undermine the living conditions 
of displaced households. 

Figure 8. Proportion of respondents reporting many difficulties in accessing essential services, by gender in the different 
displacement sites in Ituri province. 

4.6     Humanitarian assistance received and priority needs of displaced persons  

The findings show that very few displaced households received humanitarian assistance during the 
period of EVD resurgence. More than eight in ten respondents (81%) reported having received no 
assistance, while only 19% said they had been assisted. Among those who did receive support, 
assistance remained very limited: almost all received only one form of assistance, representing 17% 
of all respondents, while only 1% reported having benefited from two interventions. The proportion 
of households that received assistance also appears to be lower in affected sites (10%) than in sites 
not yet affected (22%). 

The types of assistance received were relatively diverse but reached only a limited number of 
beneficiaries. The main forms of support reported included food distributions, awareness-raising 
activities, some essential household items, hygiene kits for women and girls, and limited water, 
sanitation and hygiene support, including the provision of buckets or the construction of a small 
number of latrines. However, all beneficiaries considered that the assistance only partially met their 
priority needs, highlighting a gap between the support provided and the actual needs of displaced 
populations. 
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The testimonies collected indicate that interventions currently present in the sites are mainly 
delivered by a small number of humanitarian organisations, including IOM, UNICEF, Medair, 
Solidarités International, GRAIN, AIDES, Samaritan’s Purse, some faith-based organisations, and 
health services. Their interventions focus primarily on awareness-raising, occasional distributions 
of food, buckets, hygiene kits or essential household items, the rehabilitation of water points, the 
construction of a limited number of latrines, and small-scale cash transfers. Several respondents, 
however, reported that no actor is currently operational on their site, or that the interventions 
implemented remain insufficient in view of evolving needs. Some also mentioned that organisations 
had limited their activities to registration or assessments, without any concrete assistance having 
yet been provided. 

The qualitative data show that the needs expressed go well beyond the health response alone. 
Community expectations mainly relate to increased food assistance and cash transfers, improved 
access to water, sanitation and hygiene, the distribution of essential household items and 
prevention kits, better shelter conditions, and the continuation of Ebola awareness-raising and 
prevention activities. These needs reflect the strong interdependence between the health response 
and the living conditions of displaced households. 

Overall, the findings point to humanitarian coverage that remains insufficient in relation to the needs 
expressed by displaced populations. They also suggest that the effectiveness of the response to the 
Ebola resurgence depends not only on health interventions, but also on the capacity to address the 
socio-economic vulnerabilities that limit the sustained adoption of prevention measures. This 
analysis also provides a starting point for better understanding the specific needs of particularly 
vulnerable groups, including women and girls, which are discussed in the following section. 

4.7      Situation spécifique des femmes et des filles déplacées 

The findings show that nearly one in two respondents (46%) believe that displaced women and girls 
face specific challenges in the current context marked by the resurgence of Ebola. This perception 
is observed both in sites directly affected by Ebola and in those not yet reporting cases, reflecting a 
widely shared recognition of their vulnerability. 

The most frequently reported challenges relate primarily to economic constraints, which limit 
women’s ability to meet the essential needs of their households in a context where income-
generating opportunities are already severely reduced. Respondents also highlighted difficulties in 
accessing menstrual hygiene items, safe drinking water and sanitation facilities, as well as 
heightened risks of violence and barriers to accessing health care. 

Responses provided by women themselves confirm these findings, while placing greater emphasis 
on certain specific concerns. In sites affected by Ebola, women more frequently reported economic 
difficulties, challenges in accessing water, latrines and health care, as well as risks of violence. 
Several participants also highlighted the increased burden of caring for sick household members, 
difficulties in accessing markets, and the lack of sufficient resources to cover daily expenses. 

The priority needs expressed by women include strengthened food assistance, access to 
livelihoods, cash transfers, essential household items, menstrual hygiene kits, clothing and 
psychosocial support. Several female respondents also stressed the need to sustainably improve 
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access to safe drinking water and sanitation infrastructure to facilitate the implementation of Ebola 
prevention measures and reduce their daily burden. 

These findings show that the resurgence of Ebola tends to exacerbate pre-existing vulnerabilities 
among displaced women and girls. They underscore the importance of systematically integrating a 
gender-sensitive approach into the planning of health and humanitarian interventions, so that 
response measures also address the economic, social and protection-related constraints they face. 

5. Conclusion  

This study highlights that the resurgence of EVD is occurring in a context of already acute 
vulnerability among displaced populations in Ituri Province. While awareness-raising efforts have 
contributed to a strong dissemination of knowledge about the disease, particularly in directly 
affected sites, several barriers continue to limit the effectiveness of the response. 

Communities are broadly familiar with the main signs of Ebola and the key preventive measures. 
However, uncertainties remain regarding early case recognition, reporting mechanisms and referral 
pathways for care. The persistence of rumours, frequent recourse to self-medication and fear of 
treatment centres show that knowledge of the disease does not necessarily translate into the 
expected preventive and care-seeking behaviours. 

The study also shows that the reported challenges extend well beyond the health sector. Fear, 
mistrust, stigma, reduced social interaction, difficulties in accessing essential services and the 
deterioration of livelihoods are all affecting the living conditions of displaced people. These 
dynamics should, however, be understood as the result of the interaction between the resurgence 
of Ebola, displacement-related constraints, insecurity and limited humanitarian assistance. Women 
and girls appear to be particularly exposed to these consequences. 

Finally, the findings underline that the limited coverage of humanitarian assistance constitutes an 
additional driver of vulnerability. In this context, an effective Ebola response cannot be limited to 
health interventions alone. It requires an integrated approach combining risk communication, 
strengthened health services, improved living conditions and humanitarian assistance tailored to 
the needs of displaced populations. 
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6. Immediate operational implications 

→ Prioritise, in parallel, sites that are already affected and those not yet affected but highly exposed, 
to ensure that preventive interventions are not concentrated solely around confirmed cases. 

→ Refocus RCCE on practical messaging: early signs of Ebola, how to distinguish it from common 
illnesses, concrete steps for reporting, how treatment centres operate, chances of recovery, 
vaccination, and efforts to combat stigma. 

→ Mobilise community relays/CACs, displaced persons’ committees and local leaders as the 
primary messengers, supported by rumour tracking and a rapid feedback mechanism to 
communities. 

→ Establish a minimum WASH and IPC package in each priority site: sufficient handwashing points, 
regular supply of water and soap, hygiene kits, functional latrines, and community monitoring of use. 

→ Link the health response with targeted multisectoral assistance — food, cash, essential 
household items, shelter and livelihoods support — to reduce negative coping strategies, risky 
movements and reliance on self-medication. 

→ Systematically integrate protection and gender considerations: menstrual hygiene, safe access 
to latrines and water, psychosocial support, GBV referral pathways, and livelihoods support for 
women. 

→ Furthermore, from a Do No Harm perspective, we recommend that the implementation of these 
potential activities should not focus solely on IDP sites, but should also benefit surrounding 
communities, in order to avoid contributing to further population movements towards these sites. 

 

7. Recommended priority actions 
The findings of this study show that strengthening the Ebola response in displacement sites requires 
a comprehensive approach, linking public health interventions with actions aimed at sustainably 
improving living conditions for affected populations. The following recommendations reflect the 
operational priorities identified through the perceptions of the key informants interviewed and 
should be refined through local coordination with health authorities, WASH, protection, food 
security actors and representatives of displaced communities. 

➢ Strengthen Risk Communication and Community Engagement (RCCE) 
Continue awareness-raising activities, with greater emphasis on areas that remain 
insufficiently understood, including the recognition of early signs of Ebola, how to 
distinguish them from other common illnesses, procedures for reporting suspected cases, 
vaccination, case management and the prevention of rumours. Community relays, 
representatives of displaced people and local leaders should be more actively involved in 
these communication efforts. 
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➢ Consolidate prevention measures and community-based surveillance from an IPC 

perspective 
Strengthen handwashing facilities, ensure their regular supply with water and soap, 
distribute prevention kits and improve community-based mechanisms for the detection 
and reporting of suspected cases, in order to facilitate timely care while reducing fear and 
stigma. 
 

➢ Sustainably strengthen the capacities of the health response 
Improve the capacities of health facilities, response teams and referral mechanisms to 
ensure the rapid management of suspected cases. Interventions should continue both in 
affected sites and in sites where no cases have yet been reported, in order to anticipate any 
potential spread of the disease. 
 

➢ Develop humanitarian assistance that is better tailored to needs 
Increase assistance coverage by addressing the priority needs identified by communities, 
particularly in relation to food security, cash transfers, access to safe drinking water, 
sanitation, essential household items, shelter and livelihood support. Improving living 
conditions is an important lever for enabling the sustainable adoption of Ebola prevention 
measures. 
 

➢ Strengthen protection for women and girls 
Ensure that response interventions systematically take into account the specific needs of 
women and girls by improving their access to healthcare, WASH services, menstrual 
hygiene items, protection mechanisms against violence, as well as psychosocial support 
and economic empowerment activities. 
 

➢ Strengthen coordination among response actors 
Continue coordination efforts between health authorities, local authorities, humanitarian 
organisations and representatives of displaced communities in order to ensure greater 
complementarity of interventions, more equitable coverage of sites and the sustained 
mobilisation of the resources required for Ebola prevention and response. 

 
 
 


